Reduced to 1/3 of normal on average. Generally decreasedto level of non-dominant hand One scaphoid removed following dislocation at four months, wrist arthrodesis None None One scaphoid trapezial peg dislocated 
Re-operation
Carpal tunnel syndrome Infection X-rays to 5 (severe continuous pain and rest pain). The average pain score fell from 4.5 preoperatively to 1.5 postoperatively. All patients had rest pain preoperatively but only one complained of pain at rest after surgery. All patients had been disabled prior to surgery and all reported an improvement in function to near normal use. Postoperative examination of the range of movement at the wrist revealed an average loss of 20 0 of extension and 100 of flexion. Radial and ulnar deviation were normal.
Radiographs taken at review revealed one trapezial peg to have dislocated ( Figure 1 ) and one to have fractured with the whole prosthesis rotated through 180 0 on its long axis ( Figure 2 ). It was this latter patient who complained of pain at rest.
The grip strength was good when tested clinically and in cases involving the dominant hand, it was equal to the non-dominant unaffected side.
Summary
Periscaphoid osteoarthritis may arise de novo or as a sequel of an established non-union of a scaphoid fracture. The treatment of resultant pain and disability often presents a difficult problem since internal fixation and/or bone grafting of the pseudoarthrosis may fail to relieve the symptoms due to degenerative change. Many methods of alleviating these symptoms have been suggested in the past. We have reviewed the experience of the Windsor Orthopaedic group in the use of Silastic scaphoid implants.
Surgical technique
A radially based dorsal incision over the anatomical snuff box, as described by Swanson, was used in all our cases. A medium or large Silastic implant was inserted with location of the prosthesis peg in a socket prepared in the trapezium. This was chosen as there is least motion between the scaphoid and trapezium as compared with the rest of the carpal joints. Particular attention was paid to the dorsal capsular incision at closure in order to ensure maximum postoperative stability. The wrist was immobilized in a plaster cast postoperatively for about four weeks and thereafter a full programme of physiotherapy and wrist mobilization was instituted with anticipated return to full function by about 12 weeks.
Materials and methods
From 1975 to 1984, seven patients have undergone Silastic scaphoid implantation. There were six males and one female. Their average age at surgery was 46 years and 2 months (range: 27 years to 73 years 7 months). In six cases the dominant hand was involved. The principal indication for surgery was pain and disability arising from established periscaphoid degenerative change. In four cases there was an ununited scaphoid fracture. The length of history prior to surgery varied from five months to 10 years (average 3 years 4 months). The patients were reviewed by the authors at an average follow-up of 4 years 1 month (range 1 year 10 months to 10 years). Radiographs were taken preoperatively, immediately postoperatively and at our review.
Results
The results are summarized in Table 1 . There was no instance of superficial or deep infection. One patient sustained a dislocation of the implant at four months and required re-operation. The implant in this case was removed and a formal wrist arthrodesis using a cortico-cancellous onlay graft performed. There were no cases of median nerve compression in our series.
The remaining six patients were asked to grade their pain from 0 (no pain at all on activity) Surgical treatment has included excisional arthroplasty", proximal row carpectomy", radial styloid. ectomy", partial carpectomy! and denervation''. As a final salvage procedure, wrist arthrodesis" may be Journal of the Royal Society of Medicine Volume 82 August 1989 465 indicated. Finally, replacement arthroplasty using vitalliuni 7 or acrylic" has been performed.
In 1970 Swanson? suggested the use of silicone rubber implants. Bjornsson et ai. to reported good pain relief, especially in primary degenerative change. The Kleinert series'! reported a high complication rate for the procedure. Instability of the implant with dislocation of the trapezial peg, rotation and volar dislocation of the implant occurred in 50% of the Bjornsson's and 39% of the Kleinert's series. In the Kleinert series the dislocation was associated with a one in three re-operation rate for pain. Both the series reported rases of median nerve compression associated with volar subluxation of the prosthesis and requiring carpal tunnel decompression.
Our experience of Silastic scaphoid implantation has been better, although the stability of the implant has proved to be a problem. Three of our patients have suffered implant dislocation but only one has required further surgery. The remaining six patients achieved a marked reduction in pain, improved function and acceptable wrist movements. All expressed satisfaction with the procedure.
Although this series is small and it is therefore difficult to apply real significance to the results, we have felt that Silastic scaphoid implants do provide a useful means of treating periscaphoid degenerative change, especially as the procedure does not prejudice a further salvage operation.
We would recommend that Silastic scaphoid replacement be considered in and confined to the patient with severe pain and disability arising from periscaphoid osteoarthritis. The risks of postoperative instability should be minimized by careful capsular closure and immobilization postoperatively for at least four weeks, to permit good soft tissue healing to take place.
